SUMMARY In both the cases described, painful ophthalmoplegia was the first indication of infiltration of the cavernous sinus by a lymphosarcoma. The onset of symptoms and the course of the disease were different in the two cases. CT scan which has been the crucial investigation for detecting lymphomas in the cavernous sinus, was normal in the early stages. Symptomatic remission could be obtained with treatment, although the prognosis remained poor.
Painful ophthalmoplegia can arise from several causes. Inflammation and neoplastic changes are the most common. Among these aetiologies, infiltration of the cavernous sinus by lymphosarcoma is not often reported, although its incidence may well be underestimated. We report two cases where painful ophthalmoplegia was due to primary infiltration of the cavernous sinus by a lymphosarcoma. On 9 May the patient' s health had deteriorated. Lymphnode involvement and lymphoblastic invasion of blood and bone marrow specimens were found. A second CT scan detected a tumour in the right cavernous sinus (fig 1) . Systematic chemotherapy with rubidomycin-daunorubicyn vincristine-cyclophosphamide was started combined with five intra-thecal injections of methotrexate (10 mg) and cerebro-meningeal radiotherapy (30 Grey). Almost complete remission of the neurological symptoms was obtained but the patient died on 10 October from marrow aplasia seven months after the onset of symptoms. There was no regression of the neurological signs.
Discussion
The literature reports a variable incidence of neoplastic infiltration in painful ophthalmoplegia. Thomas and Yoss' in 1970 studied 102 cases of "parasellar syndrome" of which 70 were due to tumours and for four of these there was lymphomatous or myelomatous infiltration. Out of the 130 cases of "superior orbital syndrome" reported by Lenzi and Fieschi2 in 1977 , only 8% were due to neoplastic causes.
Apart from the four cases reported by Thomas and Yoss we are only aware of the publication by Kori and Mitsumoto3 which describes six other cases of lymphoma infiltration of the cavernous sinus. Four of these patients presented with symptoms and the other two were discovered on necropsy. The involvement of the cavernous sinus was only indicative of the lymphoma in one of their cases.
The onset and course of the syndrome are variable. In our case I the onset was sudden with painful ophthalmoplegia developing within 48 hours and reaching its final stage in two weeks. Although the patient's state and blood tests were normal at the beginning, the lymphoma became generalised within a month. This rapid generalisation is commonly seen in cases of neurological involvement of lymphosarcomas.4 In our case 2 on the other hand, the onset was progressive and total ophthalmoplegia developed over seven months and this remained the only tumour site for nine months. This variability in course has been pointed out in the report from the Mayo Clinic authors. ' In both our cases, investigations at the beginning, including CT scan, were inconclusive. This was also found in most of the cases reported by Kori 
